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This report Is the result of an unannounded
Abbravigted Comphaint Survey conduated on
10/24/13 at Kin On Health Care Center, A
sample of 3 current residents from g tolal census
of 92 was selpcted fur review,

onductad by:
MN, RN, Complaint investigator

Camplaints investigated include:
H2888325; 2094437

The survey team is from;

Department of Social and Health Services
Aging and Long Term Support Administration ‘
Residential Care Services, District 2, Urit D RECEIvED

20425 72nd Avenue South, Suite 400 _
NOY 73 2013
Telephone: (253) 234-8000

Kant, Washington 88032-2358
Fax: (253) 395-5071 : QAH SEATTLE

0100 LRI 16302003

Residentlal Care Services Date

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE S SIGNATURE IR (%8 DATE
N CED /B minrs teagBer b7 ot B

Aey gefiviency statemant pnding with Bn asterisk (") denotes a deficlercy which the institution migy be excused from currgcting praviding it is determined that
ofher sufeguards provide sufficlant protection to the palients. (See instructions.} Except for nursing homes, the findings stated above sre disciogable 30 days
following the dute of survey whether of nat 2 plan of correction iz provided. For nursing homas, tha sbave findings and plang of correction are disclosabie 14

tays following the date these documents are made svaitable to the feolity. If deficiencias are cited, Bn approved plan of comedtion is remuiais to continued
grogram panicipation,
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F 8231 483.25(h) FREE OF ACCIDENT F 3230 KinOn will ensure to provide each . k1f21/2013
58=01 | HAZARDS/SUPERVIBION/DEVICES resident a safe and aceident hazards free
. enwiranment as possible and each resident
The facility must ersure that the resident will receive sdequate supervision and
environmant remains as free of gocident hazerds nssistance devices to prevent accidents by
as is possible; and each resident receives revising and updating the suicide
adequata suparvision and essistance devices to ' pravention protocels,
prevent sccidents.
wental MHealth sonsultant will conduet L fA0/2015
ragulr in-service training for nursing and
social servipe staff to help staff 1o identify
symploms of depression, snxiaty and
g; = REQWREMENT I ot mat g evidenced warting slgns of potential suicide attempts,
Based on ohservation, Interview and record Soctal Sarvice Director has/will E",m"gﬁ}
review the facllity failed to ensure a safe i"fﬁ‘;g&‘:‘%‘ TT:": gf’% ;‘ém “gmggw‘?ﬁ
enviranment was malntained for & resident (#1) A
from a census of 82 with a known suiclde risk, assure compliance,
This ptaced the resident at rigk of harm, - N
Social Service DHrsctor  has erpated a 11/20/2013

Findings include;

Obsarvation and interview tock place 10/24/13
ubiess otherwize noted,

Record reviaw found Resident #1 was admitted ©
the facility /06 with mwlitiple medically
disabling conditlons, Resident records identify
the resident started recaiving mental haalth

services I

Resident #1's minimum data set (MDS - an
assessmeant ol updated for significant changa
in condition 10/8/13 idantified Resident #4
needed more assistance with activities of daily
iiving than before and was now receiving
continuous Oxygen (02 via nasal cannula. The
residért had goarg
of 16 (up from a score of § on the previous
assesament), Resident #1's care plan identified

;

standardize chack fist for wursing staff 1o
follow when staff has idsntified resident
wha has potettial harm to self or others,
Ttems on the chipsklist are designed to
ensure safety of the resident and facilitate
semmunication with members of the sulti-
disciplinary teamn. All nursing staff have
basnfor will be trained to uilize this
checklisy on 117202013, Unit
Courdipators are reaponsivle for
monitoring staff’s compliance,
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-1 neck and asked her daughter to help (o squeeze

| Gare,

Continued From page 2

mterventions to encourage and aseist the residam
retated to depression,

On interview at 120 p.m., Resident #1's farmily
member (FW) stated Fesident #1 had
experienced 3 deciing In condition in the last
month and had been averwhelmed coping with
the changes and general physical discomfort,
The FM stated in the past Z weeks Resident #1
had twice madde gestures to end her own life,

The FM stated the firs! gesture was whers
Resident #1 attemnpted to choke hersalf with her
own hands stating * don't want to live like thig®,
When the FM attermpted to pull Residant #1's
hands away from choking herself, Resident #1
grabbed the FM's hands, put them o her throat
and said "please choke mel” Aocording to the
Fi, about a2 week after the first incident, Residant
#1 trind tangle the O pord on hed nagk in an
attempt to choke herself. The FM stated she tokd
staff about both incidents at the time they
acourred. '

Frogress note review ound on 10/12/13 Staff D
documentad family reported “she want o choke
herself by hoiding her neck,”" Staff D documented
staff would monitor the resident, On 10/12M13
Staff E docurmented the rasident "squeezed her

harto die” The resicent was pul on suicide
watch, but ne furthey interventions were made to
the environment or adiusiments to the plan of

Records show Menta! Health {(MH) staff saw the
resident 10414 angd 10/17/13 and documentad
“ow mood and thoughts of dying”, On 10/14/13
MH staff documented when asked if she would

F 323

Social Service Director has revised the  10/26/2013
Resident Daily Bahavigr Monitoring
Form which provides a more accuraie
pisture on resident’s behavior and
maod and faciitetes communications
amang nursing and social service staff,
Unit Coordinators will assure
cornpliance. This action was/will beé
completed by 10/26/2013

FORM GRS-258T05.85) Pravious Yorsions Obsoigts Bvent 10 TYTWH

Faciiiy 10 Via40540 ..M continustion sheet Fage 3 of &




LI72B728L% 14088 2BETRI1 AL

¢ BERACES

ENTERS EOR MEDICARE EDlLﬁJQﬁER&[ GES

I O

‘‘‘‘‘ — e

P&GE  11/14

PRINTED: 10/30/2013
FORKM APPROVED

__OMBNO 09380001 -

TEMENT OF DEFEDENCIES {}ﬂ} FROVIDERISUPPLIER/CLIA
b PLAR OF CORMECTION IDENTIFICATION MUMBER!

505453

(£ MULTIFLE QC}F}STQUC“‘
A, BUILDING

. WWiNG

(%3 BATE BURVEY
COMPLETED

o)
1062412043

SME OF PROVILER OR SUPPLIER

i O HEALTH CARE CENTER

4415 SOUTH BRANDON STREET
SEATTLE, WA 98118

BTREET AUORESS, OITY, STATE, 2P CURE

Ry I
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EALH DEFICIERCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC 1DENTIFYVING INFORMATION)

¥ PROVIDER'S PLAN OF CORRECTION {#5)

PREFI [EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TG CROGE-REFERENCED TO THE APPROPRIATE DATE

DEFIGIENCYY

F 323

Continued From page 3
harm herself, Resident #1 replied "I'm too weak.”

Oy 1047043 BiaH F dosumentad the resldent had
no other suicidal sttempt, she only exprassed
“hetter dig, I'm old” when discomfort was felt.
Siaff F documented the faciity would remova
sharp objectsfong cords from Resident #1 and -
check freguently,

O 10417113 the care plan was updated o Include
muftiple interventions of observalion, monitoding,
assessment and raferral related to thoughts and
wishes of daath, The care plan included "check
resident regularly to monitor for risk of harming
self or suicidal ideation/attempt.” and "sulcical
precaution - keep sharp cobjects or string away

et her sesure 02 cord/eall hght cord in sharten
length,”

Cin 10/18/43 Staff G docurnented at 425 oo, &
FM reported the resident tried to use the 02
fubing to tie her neck, oul was stopped from
doing so by family. At this time the O2 card and
call light were shortenied and immediate responge
made for sifividal gesture including having the
resident agree to a "ne harm” contract and
immediate psychiatric evatuation.

Oh intarview at 4:458 p.m,, Staff B {social
services} stated she became aware of the first
incident on 10/13/13 (ona day iater) when she
read the nurse’s noles as was hay royting. Staff
B stated she visited with Resident #1 on 10/13/13
gnd the resident seamed fing Steff 8 arrangad
for mental health to see the resident the following
day. According to Staff B, the first suicidal
gesture on 10/12/13 was not as clear a3 ihe
10{18F13 gesture where Resident #1 atternpted to
use the OF tubing to choke herself,

F 323
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On interview at 5145 Staft A {divector of nursing}
stated staff did not implement interventions for
the suicidal gesturefstatements made 10/12/13
ay they did not feetl thers was imminend risk of
harm when the resident used only her hantds to
chake hergelf,

Obyservation 10/24/13 at 1:20 p.m. found
Resident sleeping soundly in bed, unresponsive
to call or touch, The resident was turnesd o one
side, a shortened Oxygen fube was secured o
the bedframe in 3 places lsaving no slack. The
call bed was gecurad (o the bed without alack,
Or interview at 120 p.m., Resident #1's family
membar (FM) stated the resident was no longer
rasponsive after recaiing IININGGNIGIGGvrder
Hospice care starting 10/22/13.
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